INTRODUCTION
The Medicaid DSH program is designed to help safety net hospitals that serve large numbers of Medicaid and uninsured patients. In 1997, States and the Federal Government spent $15.9 billion on Medicaid DSH payments, accounting for nearly 10 percent of total Medicaid spending. For the past decade the DSH program has been a subject of considerable controversy, sometimes sparking intense debate between States and the Federal Government. Indeed, on three separate occasions since 1991, Congress has passed legislation expressly aimed at reforming the Medicaid DSH program. Most recently, DSH was a key issue in the 1997 Federal budget discussions and major changes were made to the program, including Federal cutbacks.
Federal policymakers had several concerns with the DSH program. Perhaps most prominent was that monies being paid out through the DSH program were not always being used to help safety net hospitals; instead, States were often keeping Federal DSH funds to be used for other purposes. Indeed, a 1993 survey of 39 State DSH programs showed that at least one-third of Federal DSH funds were retained by States (Ku and Coughlin, 1995) .
Despite the fact that the DSH program has been a controversial policy topic, only limited information on the program is at present available. 1 Updated information about States' DSH programs-such as how States are financing their programs or what types of hospitals are receiving DSH funds-are not readily available. Further, little is known about how States intend to handle the cuts in Federal DSH payments that were included as part the 1997 Balanced Budget Act (BBA). Between 1998 and 2002, Federal Medicaid DSH payments will be reduced by more than $10 billion. How States deal with the BBA DSH cuts have important implications for the financial health of many safety net hospitals nationwide as these providers rely on Medicaid DSH funds to support their operations, including rendering care to the uninsured.
In an effort to fill this information gap we conducted a survey of State Medicaid DSH programs. A better understanding of the current structure of States' DSH programs would be most helpful to policymakers in the design and targeting of any future reforms of the DSH program. Building on a study of States' DSH programs conducted in 1994 (Ku and Coughlin, 1995) , we sent a survey to Medicaid agencies to all 50 States and the District of Columbia in spring 1998. Among other things, the survey asked how States fund their DSH programs and what types of hospitals receive DSH payments. The survey also asked about other Medicaid provider supplemental payments (beyond DSH) that States may make. In addition, this study entailed conducting phone interviews with State Medicaid officials in seven States to find out further details about their DSH programs and policies.
Before presenting our survey findings, we present a brief background on the Medicaid DSH program and a description of our study methods. Then we present our results in five sections: The first three discuss how States financed their DSH programs and distributed DSH payments among different types of hospitals. The third section examines how DSH expenditures are allocated across States. The fourth section compares our findings to those from a previously reported survey of States' DSH programs for 1993. The final results section describes our findings on Medicaid provider supplemental programs. The article concludes with a discussion of the policy implications of the study results.
BACKGROUND
Under Medicaid law States are required to take into account the situation of hospitals which serve a disproportionate number of low-income patients with special needs when setting inpatient hospital payment rates. The rationale behind the special payments is that hospitals rendering high volumes of care to Medicaid recipients often lost money because of historically low Medicaid reimbursement rates. They also lost money because these hospitals are often the same facilities that provide high volumes of care to indigent patients, causing them to have high levels of uncompensated care. In the early 1980s, Congress established the Medicaid DSH program to provide some financial relief to hospitals serving the poor. Another goal of the DSH program was to maintain hospital access for the poor: By helping support hospitals that serve large numbers of the poor, it was hoped these hospitals could continue to operate, and access for the indigent would not deteriorate. 2 Like many other features of the Medicaid program, States are allowed considerable freedom in designing their DSH program. For example, they are given a great deal of latitude in determining which hospitals qualify for DSH payments. They also have substantial discretion in setting the level of DSH payments made to individual hospitals. At a minimum, though, Federal law mandates that States have a DSH program and must make payments to hospitals that have a Medicaid inpatient use rate of at least one standard deviation above the mean for the State or a lowincome inpatient use rate of 25 percent or more. However, States can go beyond the Federal minimum criteria and make DSH payments to hospitals with Medicaid inpatient use rates as low as 1 percent. Because of this flexibility, States' DSH programs vary greatly both in how DSH payments are rendered and the types of hospitals that receive payments.
State DSH programs also vary because beginning in the late 1980s many States started to use novel financing mechanismssuch as provider taxes and donations, and, later, intergovernmental transfers (IGTs) and certified public expenditures (CPEs)-to help finance their DSH programs. 3 Under these mechanisms revenues obtained from hospitals in the form of provider taxes and donations, IGTs or CPEs were used as the State's share of its DSH payments. For example, a typical transaction could work as follows: A State receives $10 million in revenue-in the form of a tax, IGT or CPEfrom a hospital. The State then makes a $12-million DSH payment back to the provider. Assuming the State has a 50-percent Federal matching rate, the State would get $6 million in Federal Medicaid funds. At the end of the transaction, the provider has netted $2 million dollars ($12 minus $10) in DSH payments, all from Federal funds. The State has received $4 million in Federal money without spending any of its own funds. The Federal Government has paid $6 million in DSH payments, but only $2 million was actually gained by the hospital.
It should be noted that use of such mechanisms is largely restricted to financing the DSH program. The ability to leverage Federal dollars through the DSH program prompted many States to establish large programs which relied on creative financing in the early 1990s. Reflecting this trend, DSH payments went from $1.4 billion in 1990 to $17.5 billion in 1992. To slow the growth of DSH payments, Congress passed legislation in 1991 and 1993. These laws essentially banned provider donations and capped States' use of provider taxes. The law also required that provider tax programs be a real tax. That is, taxes had to be "broad-based" across all providers in a health care class, and DSH payments could not be constructed to hold the provider "harmless" for the cost of the tax. In addition, Congress capped the maximum growth in Federal DSH payments made to States. Finally, the laws limited how much an individual hospital can receive in DSH payments to no more than 100 percent of a hospitals's unreimbursed costs of providing care to Medicaid patients and uninsured. This limit became known as the hospital-specific cap and was in full effect by 1995.
States (Fagnani and Tolbert, 1999) . With Medicaid DSH payments, the surveyed public hospitals reported a positive Medicaid margin of 6 percent. Thus, DSH payments not only made up for the shortfall in Medicaid reimbursement but also provided hospitals with extra funds to help pay for other costs such as uncompensated care.
In recent years, some States have developed "supplemental payment programs" that are akin to DSH, but not subject to the same legislative limitations (Coughlin and Liska, 1998 As part of the study, we also conducted brief case studies on seven States in early 1999 to find out more details about their DSH programs and to confirm survey reportings.
The study States were Alabama, California, Colorado, Louisiana, Massachusetts, Kansas, and Texas. We picked these States for several reasons. Perhaps most prominent was selecting States with large DSH programs: All of the seven States, with the exception of Kansas, had large DSH programs in which DSH expenditures accounted for at least 10 percent of the State's total Medicaid spending in 1997. We also sought to include States where the BBA DSH provisions had, or will have, varying impacts, both fiscally and programmatically. Finally, we wanted to include some States that had Medicaid provider supplemental payment programs. The case studies were designed to support the survey and help interpret the survey results.
As part of the case studies we spoke to State Medicaid officials, via telephone, to find out how their State was going to handle the BBA cutbacks in Federal DSH spending: One possible scenario would be to replace Federal dollars with State dollars. If a State had previously retained some of the Federal DSH funds, were they now going to give more to hospitals? Another issue we investigated was Medicaid supplemental payment programs. For States with such programs, we asked about the development of the program.
RESULTS
We present our results primarily in aggregate terms. This, however, understates the complex nature of States' DSH programs. Many have more than one program which vary in both hospitals' qualifying criteria and provider payout formulae. For example, Massachusetts reported operating 11 DSH programs in 1997, while Washington reported having 9. Further, 13 States reported having a provider supplemental payment program distinct from DSH. 6 California, Illinois, and Massachusetts reported having more than one supplemental program. Like DSH, supplemental payment programs typically varied in terms of financing and provider payout.
Medicaid DSH Revenue Sources
We classified DSH revenue sources into five groups-provider taxes, IGTs and CPEs from local or county entities, State transfers and CPEs, State general funds, and Federal Medicaid matching funds. For State funds there are fine distinctions among the various sources (State general funds or State transfers and CPEs) as they all come from the same original sourceState appropriations. While here we present them as separate sources, they could be viewed as a single source, and small differences in accounting practices could alter the specific source.
As shown in Table 1 In 1997 the 40 reporting States collected a total of $15.4 billion in revenues to support their DSH programs. As expected Federal matching funds were the largest funding State entities were the second largest funding source for the States' share at $1.9 billion (13 percent), followed by provider taxes at $1.14 billion (9 percent). State general funds accounted for $1.1 billion (7 percent). Oregon, and South Dakota-IMDs received more than one-half the overall DSH expenditures. As previously mentioned, using DSH funds to support mental hospitals has been particularly troubling in the eyes of Federal policymakers; the BBA ratchets down the extent to which DSH can be paid to IMDs over time.
DSH Payments
In terms of hospital ownership, local and county hospitals (acute and mental) received the most DSH dollars, $5.2 billion or roughly 37 percent of total payments. State-owned hospitals followed closely with $5.1 billion, about 36 percent of overall payments. In some States (including Louisiana, Colorado, Washington, and Virginia) State acute-care hospitals received the bulk of the DSH funds. In Louisiana and Washington, for example, these acute-care hospitals were State university hospitals. Finally, private hospitals received a total of $3.6 billion or about 25 percent of total payments. Medicaid DSH programs are often designed to provide higher payments to certain types of hospitals. As one measure of the relative funding provided by hospital type, Table 3 compares the distribution of Medicaid DSH payments and the distribution 
Net Gains Through the Program
By comparing the revenues contributed and actual DSH payments, we can compute how much the hospitals and the States gain through DSH. DSH gains can be achieved by two ways-through hospitals or State residual funds. As for hospital gains, we first grouped hospitals (acute and mental) by ownership status-State and non-State (private and local/county). To calculate hospitals' net gain, we assumed that hospitals, county or local governments, and the State have been paid back in full any funds they may have contributed for the State share of its DSH program. For example, assume that a county hospital transferred $100 million in IGTs to support the DSH program. The State then made a $120-million DSH payment to this hospital. As shown in Table 4 , the net gain for that hospital would be listed as $20 million ($120 million payment minus $100 million IGT). By making this assumption, we infer that whatever funds (taxes, IGTs, CPEs, or State transfers) providers or other entities In the example previously cited, the State gained $40 million. Assuming the State had a 50-percent match rate, the State would receive $60 million in Federal DSH funds. Of the $60 million, $20 million went to the hospital and $40 million was retained by the State. We call the money retained by the State residual funds. The level and distribution of residual funds among States is shown in Table 4 .
We calculated that, collectively, States and hospitals gained a total $8 billion through the DSH program ( When public hospitals have net gains, it is possible that they do not get to keep their gains. That is, the net DSH gains experienced by State hospitals may be returned to the general State treasury. Based on the interviews conducted for this study and the earlier one (Ku and Coughlin, 1995) , our impression is that State DSH hospitals gains typically do not represent new additional funds. Instead, States often reduce other subsidies to those hospitals that offset the DSH gains. Reducing existing subsidies may also occur with local or county public hospitals, that is, their gains may revert back to the county or city treasury. However, we believe this is somewhat less common at the county/local level and data from the National Association of Public Hospitals indicate how DSH has helped the overall operating margins of their members, which are primarily local public hospitals (Fagnani and Tolbert, 1999) .
Because of the fungibility of funds and variations in accounting practices, it is difficult to determine the extent to which additional funds earned by public hospitals in DSH actually result in providing more health care versus merely reducing the need for other State or local revenue for the hospital. For example, suppose that a public hospital has a deficit of $10 million without accounting for DSH, but gets $10 million in DSH net gains. If the county or State would otherwise cover the deficit with other public monies, then the DSH gains can be viewed as simply replacing other funds and the true beneficiary is the State or local treasury. On the other hand, if the county or State forced the hospital to cover its deficit by reducing services in the next fiscal year, then the $10 million from DSH could be viewed as helping the hospital to provide more services. Based on our study, it was not possible to determine the extent to which DSH payments act as substitutes or supplements to other public funding of hospitals.
Distribution of Federal DSH Payments Among States
A key issue for congressional policymakers has been whether DSH funding is allocated equitably across States. The 1991 and 1997 laws explicitly capped DSH allocations for States and particularly sought to restrain high DSH States. In this analysis, we develop and compare two parameters that try to measure the relative need for DSH across States.
As shown in Table 5 , the first parameter is the level of total Medicaid DSH payments per uninsured person and Medicaid recipient. This measures the DSH payments in each State, relative to the size of its number of uninsured and Medicaid population, the intended patient pool to be aided under the DSH program. Nationally, DSH payments were $218 per uninsured and Medicaid recipient in 1997. However, for individual States the payment varied greatly, ranging from a less than $1 in Wyoming, West Virginia, Nebraska, and Hawaii to nearly $700 in Connecticut.
The second measure tested is the ratio of Medicaid DSH to Medicare DSH payments in each State. Unlike Medicaid DSH, Medicare DSH payments are based on standardized national formulae. This ratio also shows tremendous variety among the States, going from a low of zero to high of about 13, with the national average about 3.5.
In general, the relative rankings of States as high or low are comparable for the two measures. 9 This uneven distribution of DSH dollars among States has been a consistent pattern in the program since the early 1990s.
Comparison of 1993 and 1997 Sur veys
We compared our 1997 survey findings to a 1993 survey on State DSH programs (Ku and Coughlin, 1995) . Of the 31 States that responded to both sur veys; only results from these States are reported in Table 6 . 10 The top panel lists revenue sources in each of the two survey years. As shown, the level of revenue collected by the 31 States was about the same in both 1993 and 1997. However, the distribution of revenues changed dramatically between the two survey years. In 1993, 25 percent of DSH revenues came from provider taxes and donations. By 1997, provider taxes accounted for 10 percent of DSH revenues. This shift corroborates other findings and is primarily due to the 1991 Federal legislation that limited States' use of provider taxes and required that taxes be broadbased, and not directly linked to Medicaid or to DSH payments received.
As States decreased use of provider taxes, their reliance on IGT/CPEs from county and local entities increased. Between 1993 and 1997, the percent of DSH revenues obtained from county and local funds went from 14 to 19 percent. The jump in State funds-general funds, CPEs, or State transfers-as a revenue source was greater, going from 13 percent in 1993 to 20 percent in 1997. Federal matching payments remained about the same in both years. This distributional shift was caused by changes in both the revenue and expenditure streams of States' DSH programs. First, provider tax revenue declined by 1997. As provider tax revenue fell, States relied more on State or county transfers as revenue sources. Second, because of the 1993 legislation that capped DSH payment levels to 100 percent of uncompensated costs and required a 1-percent Medicaid volume, States were forced to limit the level of DSH expenditures paid to State hospitals and IMDs. Together, the increase in State revenue contributions and the leveling off of payments to State facilities caused State effective gains through the DSH program to fall, while those of local and county hospitals rose.
Early Impacts of BBA DSH Provisions
DSH financing and provider payout will change yet again because of the 1997 BBA DSH provisions. As part of our seven-State case studies we asked State officials how BBA has affected them to date and how they intended to handle future cutbacks. As to the first issue, in general, officials in the seven study States said that so far, the BBA had not posed a significant hardship. In large measure, this is because some of the States' largest cutbacks and the phasein of the IMD limitations do not occur until 2000. As such, at the time of our case studies the financial reality of the DSH cutback, had not yet been fully felt. Another reason cited was that States are currently in strong fiscal shape, so the DSH cutbacks are not so burdensome. Texas officials further noted that the State just received a multi-billion dollar settlement with the tobacco industry. As part of that settlement, hospitals will receive more than $2 billion which has helped offset some of the DSH cutbacks. (All States have had substantial gains from the tobacco settlements.) A couple of States felt that the implementation of the Children's Health Insurance Plan has also helped compensate for some of the DSH losses in that more children are now insured thus easing hospitals' uncompensated care levels. California and Massachusetts acknowledged that, in part, some of the potential DSH pressure was relieved because they had obtained special Federal exemptions. Massachusetts received a section 1115 waiver, which, among other things, allowed the State to obtain more Medicaid funds for safety net hospitals. Federal legislation in 1999 extended California's ability to pay its hospitals up to 175 percent of uncompensated care rather than 100 percent. This exemption was sought so that county hospitals, who supply the State's DSH share through IGTs, could receive more DSH funds. In addition, in State fiscal year 1998, the State reduced its gain from the DSH program (from about $230 million to $114 million ) so that more DSH funds could be paid to providers.
Colorado responded to the BBA by increasing its current DSH spending. For the past several years, the State has not fully spent its nearly $302 million DSH allotment which will be cut in half after 2000. However, in 1998, the State decided to fully spend its allotment while they could. They are viewing this as a rainy day fund for hospitals. By making DSH payments to State hospitals, Colorado plans to fully spend its allotment in 1999 and 2000.
Although our seven study States did not seem too concerned about the DSH cutbacks at present, many saw problems on the horizon and are trying to plan ahead. In 1999, the Alabama Medicaid Agency, for example, requested additional money from the legislature to partially offset some of the DSH losses. They have also increased spending on their supplemental payment programs for public hospitals. State officials, however, were not hopeful about securing additional State funds and felt that some cuts were going to be made. Louisiana is considering increasing Medicaid reimbursement rates to help offset DSH losses, but was unsure at present, how the increase would be funded. Similarly, Massachusetts officials consider expanding their supplemental payment programs as the DSH cutbacks are phased in. California officials stated that they did not see that the State would come up with additional funds to backfill the DSH losses. They did, however, see that the State may consider reducing its gain on the DSH program again as a way to offset hospitals' future DSH cutbacks.
Medicaid Supplemental Payment Programs
A 1998 study of 13 States reported that several States had recently established Medicaid supplemental payment programs besides their DSH program (Coughlin and Liska, 1998 Using a somewhat different approach to secure additional Federal Medicaid funding for public hospitals, in 1997 Massachusetts started making supplemental payments to two public hospitalsCambridge Hospital and Boston Medical Center. More specifically, as part of the State's section 1115 waiver program, enhanced capitation payments are paid to the health plans operated by the these hospitals. In 1997, an estimated payment of $193 million was made to the two hospitals. According to State officials, these supplemental payments are to provide financial support to the hospitals as they move to the more competitive managed care environment. In addition to this supplemental payment program, Massachusetts also makes supplemental payments to home health agencies and freestanding community health centers.
Among the 40 States responding to our survey, 13 had at least one supplemental payment program in 1997 (Table 7) . Several States-including California, Massachusetts, and Illinois-reported having more than one. While supplemental payment programs are made largely to hospitals, States did report making such payments to other providers such as home health agencies and nursing homes. As shown in Table 7 , most ($900 million) of the States' share for supplemental payment programs comes from non-State sources, largely IGTs and CPEs from county and local entities. State revenue accounted less than $1 million. The Federal Government paid $932 million in Federal matching payments to support supplemental programs in 1997.
Supplemental payment program spending has increased significantly in recent years, going from $0.6 billion in 1995 to about $2.8 billion in 1998 (Table 8 ). The bulk of the funding for supplemental payment programs came from non-State entities, largely through IGTs or CPEs from county or local providers. In 1998, for example, non-State entities provided $1.3 billion to support supplemental payment programs.
The one important distinction between supplemental payment programs and the DSH program is that most of the funds paid out through supplemental programs are paid to non-State providers; only a small share of the funds are retained by the States. In 1998, for example, States reported making nearly $2.8 billion in supplemental payments. Of these funds, $2.7 billion are paid out to private and county/local providers, with about one-half ($1.3 billion) in payback and one-half ($1.3 billion) in provider gains. States' gains (State hospital gain plus residual funds) on supplemental payment programs totaled less than $.05 billion. The limited State gain under supplemental payment programs has been consistent during the period from 1995 to 1998. So while supplemental payment programs are DSH-like in many ways, our survey results suggest that, unlike DSH, virtually all of the Federal Medicaid matchand any net gains-on these programs is being paid to providers. In other words, supplemental payment programs represent a new revenue source for selected providers.
DISCUSSION AND CONCLUSION
In 1991, 1993, and 1997, there were major amendments to Federal legislation governing the Medicaid DSH program. Given the importance of DSH and the controversy surrounding the program, it is likely the program will continue to evolve and be subject to future amendments. Our analyses indicate that the 1991 and 1993 provisions were partially successful in reducing some of the problems associated 1 Although Wisconsin responded to our survey, it did not respond to questions on supplemental payment programs. However, it has been reported elsewhere that Wisconsin had at least one supplemental payment program in 1997 (Coughlin and Liska, 1998) .
Source: The Urban Institute, 1999. (Fagnani and Tolbert, 1999) . The same study, as previously mentioned, reported that safety net hospitals over the past decade have become increasingly reliant on Medicaid DSH payments to help fund uncompensated care. In part this reflects the growth in the Medicaid DSH program in the 1990s. It also likely reflects the trend that uncompensated care costs have become more concentrated among fewer hospitals in recent years (Cunningham and Hu, 1997) .
Despite hospitals receiving more of the DSH funds, States still retained about 40 percent ($2.7 billion) of the DSH gains in 1997. While some of these monies go to State acute-care hospitals, such as university hospitals, much of it goes to State psychiatric hospitals or kept by States for other purposes. In some instances, the DSH gains are used to support the State share of Medicaid or other health services, whereas in others they may directly support completely unrelated efforts.
Our analyses also showed that States are increasingly relying on IGT/CPEs (from local or county entities or State transfers or CPEs) to finance their share of the DSH program. While CPE/IGTs are reported as DSH revenues, we have assumed that they do not represent new funds to hospitals that can be used to provide care to the uninsured or purchase new equipment. Instead, we have viewed them as a way for States to secure additional Federal DSH matching dollars. Based on survey data of the 40 responding States, we estimated that in 1997 only about 56 percent (or $8.0 billion) of the reported $14.2 billion in DSH payments represent new additional funds that can be netted by hospitals. To calculate this, we assumed that State revenue sources, for the most part, do not represent new resources available to the health care safety net. To the extent that this assumption is incorrect and the State's share do represent new monies available to hospitals, the 56-percent figure understates possible gains through the DSH program.
Another area of the program that did not change is the distribution of Federal DSH funds among States. In 1997, total DSH payments per Medicaid and uninsured person ranged from a less than $1 to a high of nearly $700. It is too early to assess the effect of 1997 legislation, but the measure should continue to reduce program spending and reduce certain components, such as DSH payments to IMDs. However, some States have already found new ways to secure additional Medicaid funds in a DSH-like fashion via supplemental payment programs. Our data suggest that these programs are getting new funds to providers, with hospitals being the largest beneficiaries of the programs. 12 While supplemental payments may help offset some of the BBA DSH cutbacks, these new programs may raise new legislative or regulatory issues for Federal policymakers.
Thus, while the recent Federal laws have brought about changes in the DSH program, and have helped move the program closer to its original intent, several prob-lems persist. An important question is: What future changes should be considered for the DSH program? One possibility is to look at the various proposals that have been made to reform Medicare's DSH program, such as establishing clearer national standards for DSH payment eligibility and for the allocation of DSH payments (MedPAC, 1999) . Such reforms could enable hospitals with the same share of low-income patients to have comparable levels of DSH payments. National DSH standards could also reduce some of the interstate differences in DSH spending and make it more difficult to link DSH payments to revenue programs, such as intergovernmental transfers. They also may help direct the payments to those hospitals under the most financial stress, particularly important given the DSH cutbacks included in the BBA. However, the obstacles to passing national DSH standards are great because the wide variation in States' use of the DSH program. That is, there would be some winners and losers among States if national standards were adopted.
Another current proposal for the Medicare DSH program that might apply to the Medicaid program is to require States to include the costs of providing both inpatient and outpatient services to low-income patients to determine hospital eligibility for DSH payments, as well as, in their DSH distribution formulas. While States have the option to do this, many do not include outpatient costs. (Fagnani and Tolbert, 1999) . This reform is appealing for several reasons. There is some evidence that safety net hospitals provide an even greater share of uncompensated care on an outpatient basis than on an inpatient basis. For example, 1997 data from members of National Association of Public Hospitals indicate that while 26 percent of their inpatient volume was for uninsured patients, 41 percent of outpatient visits were rendered to uninsured persons (Tolbert, 1999) . By tying DSH payments to outpatient services as well as inpatient services would help hospitals that provide substantial amounts of uncompensated outpatient care. An even more important reason to include outpatient care in determining DSH payments is to encourage hospitals to shift care to less costly outpatient settings, where possible. If hospitals earn DSH payments only for inpatient care, they will have inappropriate incentives for inpatient services. This is particularly relevant in light of the expansion of Medicaid managed care in most States.
With the number of uninsured Americans at more than 40 million and growing, it will become increasingly important to develop a more rational DSH program, one that better directs Medicaid DSH funds to the most financially vulnerable hospitals. Such a change will help preserve hospital access for Medicaid beneficiaries. It may also help protect the Medicaid DSH program from future Federal cutbacks.
